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A newborn boy was transferred to our institution emergently for managementof respiratory distress after pediatricians at the referrin g hospital were unable to pass a catheter through the nasal cavity. This suggested a diagnosis of bilateral choanal atresia.The child 's airway was maintained with a McGovern nipple.
Computed tomography (CT) revealed that the distress was indeed caused by a bilateral mixed bony and membranous choanal atresia (figure I, A) , a finding that was confirmed by nasal endo scopy (figure I, B).Endoscopic transnasal repair was performed on day of life 3 with aU-shaped stent fashioned from an endotracheal tube (figure 2). The stent was left in place for 6 weeks and removed. Immedi ately afterremoval, topical mitomycin C (0.4 mg/ml) was placed in the choanae for 2 minutes.
-Six weeks later, the child was brought back to the operating room for a dilation procedure, which confirmed wide patency of both choanae (figure 3). One year later, the child was well, with no symptoms of airway distress, nasal obstruction, or rhinorrhea.
This case highlights the significance of choanal atresia as a cause of upper airway obstruction in the pediatric population. Choanal atresia has been reported to affect 1 in 5,000 to 7,000 live births annually in the United States .1-3 It affects female newborns by a ratio of 2: 1. 1 -3 Choanal atresia is believed to be predominantly of mixed bony and membranous composition (70%), less commonly of pure bony composition, and very rarely of purely membr anous composition.
Patient s with bilateral choanal atresia usually present emergently with cyclical respiratory distress . The distress is relieved by crying secondary to obligate nasal breathing in neonates . Unilateral choanal atresia occurs in 65 to 75 % of all affected patients, and it typic ally presents later in childhood; symptoms include unilateral nasal obstruction, rhinorrhea, anosmia, and obstructive sleep apnea.!?
A provisional diagnosis can be made by passing a small catheter through both sides of the nose and nasopharynx, by nasal endoscopy, or by looking for condensation on a mirror placed in front of the nares.P High-resolution axial CT with contrast is the definitive diagnostic imaging study.1-3 A diagnosis of choanal atresia should prompt an investigation for associated comorbidities, including obstructive sleep apnea, hematologic problems, prematurity, and other elements of CHARGE association (coloboma, heart abnormalities, growth or mental retard ation , genitourinary anomalies, and ear abnormalities). 1-3 Temporizing measures for securing an airway in children with bilateral choanal atresia and respiratory distress include the use of a McGovern nipple and orotracheal intubation. Airway bypass via tracheotomy is rarely necessary. I Surgical correction can be accomplished via a transpalatal, sublabial,transna sal, ortransnasal endoscopic approach, with or without stenting of the nasopharynx after correction.' " A KTP or YAG laser, microsc opic ear instruments, and powered instrumentation (a microdebrider or drills) may be helpful in performing surgical correction .' In cases of bilateral choanal atresia with airway distress , repair is usually performed as soon as the neonate's overa ll condition will allow; in cases of unilateral choanal atresia, treatment is generally deferred until later in childhood. Application of topical mitomycin C may reduce the number of postoperative dilations required and reduce the risk of restenosis.' Patients typically have a good prognosis, but they usually require multiple revisions to maintain airway patency; patients with bilateral choanal atresia who are treated via a transnasal approac h require a~average of 4.9 procedures, and those with unilateral disease require an average of 2.7 procedures.I Figure 3 . Six weeks after stent removal , endoscopy shows that the right (A) and the left (B) choanae are widely patent.
